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POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
FOR OTHER TYPES OF CARE OR SERVICES 

N.(g) The results of a  time study were applied to projected costs for each of  the prospective  providers and statewide rates 
for the fmt  year were established based on an arraying of the costs of the 50th percentile. Cost reports from all 
providers will be evaluated annually after the first year of implementation to  determine subsequent statewide rates. 
Payments to public and private providers will be limited to the lesser of the submitted charge or established fee 
based on cost reports from providers. Payment to providers may not exceed actual cost of providing services. 

At-Risk of Incarceration Case management Services will be reimbursed on a fee- for-service basis billed monthly on 
the HCFA 1500 form. 

The Department will reimburse one unit of case management service per month per beneficiary. The specific 
service component (billing unit) covered under the At-Risk of Incarceration program is Basic Case Management. 

Basic Case Management 

“Basic Case Management”  must be provided by a qualified provider to a child in the care of the Department  of 
Juvenile justice. It  must  include  at  least  one (I) contact  with  the recipient, family or service provider to ensure that 
services are being  delivered in accordance  with the established service delivery plan. It includes one or more of the 
following activities: 

A .  Establishing the comprehensive  case file  for development  and implementation of an individualized  service 
plan to meet the assessed service needs of the child 

B. Assisting the child in locating needed service providers and  making the necessary linkages to assure the 
receipt of services identified in the service plan. 

C. Monitoring the child and service providers to determine that the  services received are adequate in meeting 
the child’s needs. 

D. Reassessment of the child to determine  services  needed to resolve any crisis situation resulting from 
divorce, death, separation, changes in family structure  or living conditions, or other events. 
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